We present a case of ileal stenosis with delayed presentation 3 months after car accident. Ileal stenosis after blunt abdominal trauma is a rare clinical entity. We present CT and small bowel series 3 months after trauma. Image showed segmental thickening of intestinal wall and proximal bowel dilation. At surgery, a stenotic bowel loop was adjacent to a fibrotic mesentery. Histological examination showed ulcers, inflammatory cells and fibroblasts infiltrated to the muscularis mucosae, submucosa, and mesentery. The most likely cause, supported by most authors, implicates an injury to the mesentery. Post-traumatic ischemic bowel stenosis may result from even small tears and contusions of mesentery. Posttraumatic intestinal stenosis should be included in the differential diagnosis in a patient with a history of blunt abdominal trauma and signs of intestinal obstruction. (Korean J Gastroenterol 2011;57:370-373) 
INTRODUCTION
Post-traumatic intestinal stenosis is a rare complication of blunt abdominal trauma and a disease causing local ischemic stenosis by damaging mesentery or intestinal wall after blunt abdominal trauma. The authors experienced a case of 42 year-old man who had shown incomplete small bowel obstruction 3 months after car accident. He was diagnosed with ileal stenosis and had successful surgical treatment. Herein we present our clinical experience with ileal stenosis occurred 3 months after blunt abdominal trauma.
CASE REPORT
A 42 year-old man who had lived healthily without any particular symptoms had multiple fractures of extremities because of car accident. He was driving with the seat belt buckled up. After 3 months, he had postprandial abdominal distension and intermittent colicky pain in his right lower abdomen. Only constipation was accompanied. At admission, vital sign was stable. On physical examination, abdominal distension was found, but there were no tenderness and palpable mass in the abdomen. Laboratory values were as follows: hemoglobin 13.1 g/dL, white blood cell 7,710/mm Abdominal pelvic CT revealed segmental thickened intestinal wall in the ileum of the right lower abdomen and the expanded proximal small bowel due to the stenosis (Fig. 1 ).
CT also showed mesenteric haziness near stenotic area. In small bowel series, stenosis in the ileum was 10 cm in length, and the small bowel proximal to the stenosis was dilated (Fig.   2 ).
In the operation, segmental resection and reanastomosis was done for the stenotic lesion followed by adhesiolysis.
Operative findings showed that midileum was stenosed, the surrounding mesentery was fibrosed hardly, adhesion was serious, and the mesenteric root was shortened (Fig. 3A) .
And, the mucosa showed ulcerative change with necrotic exudates ( Fig. 3B) . In histopathological examination, ulcers were observed and inflammatory cells and fibroblasts infiltrated to the whole layers. The vessel wall was thickened and filled with thrombus (Fig. 4) . The patient has been well without any problems after discharge.
The Korean Journal of Gastroenterology The thickening of the small bowel wall and the loss of the layer in ultrasonography are not specific findings, and they can be observed in intestinal ischemia. 4 The uniformly increased echo of the mesentery indicates fat necrosis caused by hemorrhage resulting from the injury of the mesentery.
Such a change in the mesentery suggests that damage was inflicted not on the intestinal wall but on the mesentery. 5 CT showed concentric thickened intestinal wall of various lengths and the expansion of the proximal bowel and the decrease of the inner diameter of the distal bowel. 6 Barium series showed various narrowed concentric inner diameters of the bowel and ulcers in the mucous layer. 7 In addition, the expansion of the proximal bowel and the collapse of the distal bowel observed. In angiography, some branches of the superior mesentric artery were blocked and ischemic intestinal wall was observed. 7 Diagnostic criteria includes the obvious history of blunt abdominal trauma, the absence of disease before the trauma, the occurrence of intestinal symptoms after the trauma, the confirmation of intestinal stenosis in radiological examination, and no inflammatory or neoplastic change in the site resected through operation. 3 In radiological examination, it may be difficult to distinguish the disease from Crohn's disease, 8 intestinal tuberculosis, radiation enteritis, and small intestine cancer. The histological examination should be done to confirm the diagnosis.
One of the theories suggests that the fixed portions of the small bowel, namely, the terminal ileum and proximal jejunum, are prone to perforation during blunt abdominal trauma. 9 A small subclinical perforation may seal off spontaneously producing a stricture due to scar formation. Welch
and Anderson presented such a case. 10 This explanation is indeed plausible, but is not found in the majority of cases.
Another mechanism for posttraumatic intestinal stenosis is localized bowel ischemia. It is more likely, however, that the focal ischemia of the gut is secondary to a mesenteric blunt trauma rather than direct ischemia of the bowel wall. Because there was no evidence of small bowel perforation in our patient, it is highly likely that the small bowel obstruction was caused by small bowel ischemia. CT showed mesenteric haziness, operative findings and biopsy showed fibrosis in the mesentery, suggesting the small bowel stenosis caused by the injury of the mesentery.
Posttraumatic small bowel stenosis is an entity that is not widely known. Patients complaining of abdominal pain with no prior abdominal surgery and with a suspicion of partial small bowel obstruction should be specifically questioned about previous blunt trauma. The work-up for these patients should include an abdominal CT and small bowel series.
Resection of the affected bowel will resolve the symptoms. 
